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Executive Summary 
Occupational therapy practitioners practice under the values of client-centered care and 
cultural sensitivity. This valuates the role of the occupational therapy practitioner in pediatric 
feeding intervention pertaining to diverse diets. The problem is that there is a lack of research 
into the experiences of individuals who consume a diverse diet as they undergo occupational 
therapy intervention for the occupations of feeding and eating. The purpose of this study was to 
enable individuals with diverse diets to self-report these experiences. Participants were 
questioned on the challenges they encountered and detailed questions regarding the types of 
experiences they face. The study was built upon the principles of the People, Environment, 
Occupation (PEO) model. Through the use of qualitative methodology in a two-subject case 
study, the researcher was able to document the experiences identified by participants. Data 
collection included semi-structured interview, video documentation, and audio documentation. 
Results indicate recurring themes in participants’ experiences. Findings indicate trends, which 
the occupational therapy practitioner should address in the assessment and treatment of 
individuals with feeding and eating issues. 
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Section One: Nature of Project and Problem Identification 
There is a specific need for individuals with dietary restrictions to receive 
improved feeding therapy care from occupational therapy practitioners. Before it is 
possible to improve occupational therapy service delivery, the diversity of occupational 
therapy clientele must be understood, ensuring that the diversity of their diets is included. 
Families with children consuming restricted diets are on the rise, with 25%-35% 
toddlers being described by their parents as “picky eaters” (Leung, Sauve, & Marchand, 
2012). Dietary diversity can be the result of personal choice or medical mandate. It is 
explained as the “proportion of children within 6–23 months of age who receive foods 
from four or more food groups of the seven food groups” (Beyene et al., 2015). 
Furthermore, dietary diversity score (DDS) is a measure developed to quantify dietary 
diversity by summing number of foods consumed from each of 9 food groups (Drimie et 
al., 2013).   
The Diagnostic Statistical Manual – 5th edition includes a diagnosis of 
Avoidant/Restrictive Food Intake Disorder (ARFID) to better categorize those children 
reported to be “picky”, and those who fit in no other previous food-related disorder, 
including anorexia nervosa and/or bulimia nervosa (Fisher et al., 2014). Families are 
being encouraged to experiment with removal of a potential allergen from their child’s 
diet, and some professionals even regard experimental exclusion of potential allergens to 
be an “intervention” when working with children with autism spectrum disorder (Warren 
et al., 2011). This phenomenon is not supported by research into the experiences of the 
family. Families are being directed in therapeutic feeding interventions that include 
recommended foods, strategies for meal presentation, behavioral structures, and sensory 
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integration techniques, which may present challenges to occupational engagement, yet 
there is a lack of research into the experiences of these families.  
Applying feeding program interventions is often difficult for therapists and 
families as they are limited in their understanding of diversity, including the reasons for 
the dietary restriction, and clients may be limited in progress as a result (Campinha-
Bacote, 2009).  
As called to do by the American Occupational Therapy Association (AOTA), 
occupational therapists should be focused on maximizing the access that diverse 
individuals have to quality occupational therapy services (AOTA, 2007). Failing to 
respond to this disconnect in feeding therapy service provision fits the description of an 
occupational injustice (Wolf et al., 2010).  Therefore, this study aimed to identify and 
document the experiences of families of dietary diversity undergoing occupational 
therapy intervention for the occupations of feeding/eating.  
Problem Statement 
There is limited research into the experiences of individuals with diverse diets 
undergoing occupational therapy intervention for the occupation of feeding. Increasing 
occupational therapy practitioners’ understanding of this diversity will increase the 
success toward therapeutic feeding goals (Kavle et.al., 2015).  
The foods that people eat, how they eat them, and when/why they eat them are 
important details in creation of a client’s occupational profile and treatment plan. With 
limited research into challenges that are being experienced by individuals of dietary 
diversity, this problem continues to grow.  
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Purpose of the Project  
The purpose of this capstone project was to explore and document the experiences of 
individuals with a restricted diet as they undergo occupational therapy intervention for 
feeding challenges. This was to be accomplished through clear and specific 
documentation of their experiences as reported and observed by one occupational therapy 
practitioner and the parents of children who consume a restricted diet. By identifying 
their experiences, improvement can be made in occupational therapy practitioners’ 
understanding of dietary diversity and its impact on the occupations of feeding and eating 
for children with special needs and their families. 
Project Objectives 
The objectives of this capstone project were:  
1) Describe the experiences of two therapist- caregiver-child triads, where the child was 
consuming a diverse diet, to understand the impact of the occupational therapist’s 
recommendations on the family’s experiences and the occupations of feeding and 
eating.   
2) Identify the similarities within participants’ experiences. 
Theoretical Framework 
This capstone project was designed to operate upon the principles of the Person 
Environment Occupation (PEO) Model (Law et. al, 1996). Within this model, the 
therapeutic interventions are tailored to meet the needs of the overlap of these three 
domains. The person incorporates diversity. The environment considers the context in 
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which the occupation is to occur (i.e. medical dietary restrictions, where the occupation is 
occurring, the emotional state of the parents of the children). The environment is 
exceptionally important within a qualitative study as the context impacts the data 
collected. The occupation, of course, is feeding. The blending of these three components 
provides a snapshot of each participant and how they engage in their lives, allowing a 
thorough understanding of their diversity.  
Significance of the Study 
The findings of this capstone project, including specific trends in the experiences of 
the participants, can be used to begin to improve the implementation of occupational 
therapy intervention for feeding therapy.  
Great feeding programs and interventions are in existence, such as the Sequential 
Oral Sensory program (Toomey & Ross, 2011) and the TR-eat model (Elliot & Clawson, 
2010), that serve to increase the quantity of foods consumed by each child. There 
remains, however, an implicit need for these interventions to be customized to meet the 
needs of diverse individuals, hence increasing successful outcomes. In one study, this 
attempt at customization of interventions was labeled Trials of Improved Practices (Kavle 
et al., 2015). Healthcare outcomes in regard to occupational therapy are a measure of the 
successful interventions that create positive change toward the goals of the client. 
Creating an increase in the effectiveness of these interventions will promote greater 
healthcare outcomes. As more and more diverse individuals are arriving in the United 
States of America, more and more clients with diverse diets are arising. The delivery of 
healthcare services is mandated to move ahead of this trend in demographics, preparing it 
for providing necessary healthcare services at the highest level of efficiency and quality. 
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Healthcare policy is the facet of healthcare implementation that is most impacted by this 
capstone project. Healthcare policy, as well as the American Occupational Therapy 
Association’s Centennial Vision, calls for ethical treatment of all people in need of 
healthcare services. It also calls for the respect of diversity in implementing these 
necessary healthcare procedures.  
The significance of this study lies within its direct ties to the AOTA’s Centennial 
Vision for Occupational Therapy. Within this vision, therapists are called to provide 
evidence-based care that is rooted in occupation, driven by the client, and that 
understands and respects diversity. More specifically, this study served to maximize the 
number of clients who benefit from feeding therapy by empowering occupational 
therapists to identify with the experiences of their diverse clientele.  
Project Overview 
In summary, this study served to increase the quality of occupational therapy service 
delivery by documenting the experiences of families with restricted diets engaged in 
feeding intervention. By learning to better understand the experiences of diverse 
individuals, occupational therapy practitioners are exercising cultural sensitivity. 
Therapists, clients, and their families must all realize the importance of exploring the 
experiences of the clientele in developing skills in respect for diversity, the definition of 
health, and therapists’ adherence to the responsibility to be the best practitioners they can 
be. 
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Section Two: Review of the Literature 
A literature review was completed to identify the quality and quantity of research 
pertaining to the topic of pediatric occupational therapy intervention, specifically the 
need for sensitivity to dietary diversity, the role of the occupational therapist, the 
experiences of the families engaged, and the methods of occupational therapy 
intervention. What began with broad searches of more than fifty online databases became 
detailed, succinct searches using specific terminology including the terms “picky, 
feeding, dietary diversity, selective diet, and restrictive diet”, exploring more targeted 
databases which included healthcare journals and therapeutic journals. Four themes 
emerged from the literature review: Defining dietary diversity, recognizing a need for 
increased sensitivity to dietary diversity, identification of specific feeding interventions 
used in occupational therapy intervention, and a review of feeding-related clinical 
diagnoses. These four themes focused the capstone project from a broad and general 
attempt at increasing cultural competence among occupational therapy practitioners 
(Campinha-Bacote, 2009). The four themes of the literature review identified the need for 
a fifth theme to explore how families are experiencing occupational therapy feeding 
intervention, which became the focus of this capstone project. 
Defining Dietary Diversity 
Dietary diversity is defined in this capstone project as a form of diversity that is 
sometimes the result of a cultural choice while other times the result of medical needs, 
such as Diabetes, Crohn’s, or food allergies. Though picky eating is reported to be on the 
rise (Leung, Sauve, & Marchand, 2012), there is a lack of a consistent operational 
definition of “picky eating”, which limits the ability of researchers to measure this 
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phenomenon (Boquin et.al, 2014). Food selectivity, as it is termed in another study, is 
defined as “the term used to describe children who eat an unusually limited variety and/or 
amount of foods” (Cronin et.al. 2009). The literature review identified another definition 
of food selectivity, which was defined as the consumption of a narrow diet that is 
nutritionally inadequate (Field, Garland, & Williams, 2003). Other perspectives identified 
in the literature review included a definition of dietary diversity as the “proportion of 
children within 6–23 months of age who receive foods from four or more food groups of 
the seven food groups” (Beyene et al., 2015), referring to the necessity for children to 
consume a diverse variety and volume of foods. There is a plethora of terminology to 
describe a limited oral intake of nutrition and a lack of a consistent operational definition 
of the phenomenon. There is a need for occupational therapy practitioners to actively 
develop sensitivity to the dietary diversity of their clientele.  
Recognizing a Need for Increased Sensitivity to Diversity 
The American Occupational Therapy Association calls occupational therapy 
practitioners to be focused on maximizing the access that diverse individuals have to 
quality occupational therapy services (AOTA, 2007). In doing so, it is necessary to 
recognize any challenges that inhibit diverse individuals from accessing quality 
healthcare services (Franklin & Rodgers, 2003). Adis (2004) writes that culture defines 
health, explaining that not all individuals possess the same definition of health. This idea 
is repeated in Flaskerud’s statement “culture offers individuals a repertoire of beliefs” 
(2007). Occupational therapy practitioners need to focus their energy into understanding 
the definition of health for each client they engage.  
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It is also important to recognize the possibility of experienced challenges in the 
form of access to health promotion programs. Bermudez and Tucker (2004) identify 
personal challenges among a population of diverse elders that limited their engagement in 
nutrition programs. The authors call for professionals to educate themselves and their 
peers/staff in order to better recognize experienced challenges and increase cultural 
sensitivity. Bomela (2009) explains how country of dwelling, number of people in the 
household, wealth, birth weight, age, maternal education, number of children <5 years of 
age, and source of drinking water were strong predictors of child nutritional status, 
highlighting the complexity with which one’s diversity can impact their wellbeing. This 
enables occupational therapy practitioners to understand the depth and complexity of the 
diversity of their clientele. Engaging healthcare students and practitioners in an 
educational program targeting increased cultural sensitivity is effective in maximizing 
their understanding of the need of cultural sensitivity (Trujillo, 2009), a theory which can 
apply to the occupational therapy practitioner. The United States healthcare system is 
following a path toward quality health care that aims to be safe, efficient, effective, 
timely, patient-centered, and equitable, however it must be acknowledged that disparities 
in health care persist and are a clear sign of inequality in quality (Betancourt, Corbett, & 
Bondaryk, 2014). Failing to explore the experiences of clients, particularly in feeding 
therapy service provision, fits the description of an occupational injustice (Wolf et al., 
2010).   
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Identification of Specific Feeding Interventions used in Occupational Therapy 
Intervention 
The role of the occupational therapy practitioner in interventions addressing the 
occupation of feeding varies. One systematic review identified the role of the 
occupational therapist in thirty-four different studies (Tsu-Hsin & Tien-Ni, 2013) with 
the occupational therapist engaging the client in varying forms of intervention including 
swallow studies, oral motor training, and tube weaning (Trabi et.al., 2010). Despite this 
broad scope of practice, the use of the occupational therapy practitioner in feeding and 
swallowing intervention has decreased over the last two years (Paul & D'Amico, 2013). 
Occupational therapy practitioners are engaging pediatric clients with restrictive diets in 
interventions targeting sensory regulation to target the olfactory, visual, gustatory, tactile, 
and auditory systems (Daubs & Toronto, n.d.) as well as interventions targeting changes 
in behavioral responses to the presentation of non-preferred foods (Elliot & Clawson, 
2010). These two models of intervention were the focus of the literature review.  
The Tr-Eat model (Elliot & Clawson, 2010) utilizes approaches of behavioral 
analysis aiming to minimize and eradicate the behavioral responses of children when 
presented non-preferred foods. Elopement and escape behaviors are minimized, and 
positive behaviors such as remaining at the table or consuming a non-preferred food are 
rewarded. Other behaviors that are present in many children with autism spectrum 
disorder include rocking, throwing items, resisting sitting at the table, and presenting 
frequent tantrums (Crowe et.al., 2010). Occupational therapists may also improve the 
sensory integration and oral oversensitivity in children with ADHD and oppositional 
behaviours (Ghanizadeh, 2013). The Sequential Oral Sensory program (Toomey & Ross, 
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2011) utilizes sensory-integration techniques to desensitize and regulate the sensory 
processing systems of children. The olfactory, tactile, proprioceptive, vestibular, visual, 
auditory, and gustatory systems are targeted in pre-meal and meal-based activities that 
serve to regulate each sensory system. The complexity of the sensory processing system 
as related to feeding and eating is evident as a study lists reported limitations to food 
consumption among children with autism which included food color, temperature, and 
packaging (Crowe et.al., 2010). Oral processing skills are promoted through systematic 
desensitization as experiencing tastes and textures and encouraging fun with food are 
effective in desensitization (Harding et.al., 2010). Daubs and Toronto (n.d.) reiterate the 
effectiveness of regulation of the sensory processing system to increase the consumption 
of non-preferred foods.  
Review of Feeding-Related Clinical Diagnoses  
Dietary diversity is present among many populations of children engaged in 
occupational therapy intervention and in many forms. While many children are 
outgrowing their feeding problems, feeding issues persist in 3-10% of children (Lukens 
& Silverman, 2014). One group of individuals of dietary diversity are those diagnosed 
with Avoidant/Restrictive Food Intake Disorder (ARFID). The DSM-V (American 
Psychiatric Association, 2013) included Avoidant/Restrictive Food Intake Disorder, a 
diagnosis encompassing children with a pattern of food refusal and/or severe food 
refusal. Though a small percentage of pediatric clients with restrictive feeding disorders 
meet the criteria for ARFID, it provides an understanding of children who do not present 
with anorexia nervosa or bulimia nervosa (Norris et.al. 2014). ARFID diagnostic criteria 
include significant weight loss (or faltering growth), nutritional deficiency, dependence 
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on enteral feeding or oral supplements, and a marked interference of psychosocial 
function (American Psychiatric Association, 2013). The implications of ARFID reach far 
beyond food consumption, potentially presenting limitations in school functioning and 
socialization (Eating Disorders Review, 2014).  
Another group of individuals of dietary diversity are those with Autism Spectrum 
Disorder (ASD). Approximately 1 in 68 children are diagnosed with Autism Spectrum 
Disorder (Autism Speaks, 2014). Children with ASD are slightly more likely to present 
with restrictive feeding than their typically developing siblings (Martins, et.al. 2008).  
Children with Autism Spectrum Disorder often present with dysregulated sensory 
development that can impact their ability to consume appropriate quantities and qualities 
of food (Luisier et.al. 2015). Behavioral responses (gagging, elopement, etc.) to the 
child’s non-preferred foods can also limit appropriate oral intake of foods (Elliot & 
Clawson, 2010). One study explains how a dysregulated sensory processing system of a 
child with Autism Spectrum Disorder can contribute to behavioral responses that limit 
appropriate food intake (Smith, 2016). Some children with Autism Spectrum Disorder are 
presenting major challenges for their parents (i.e. a child who will only eat one specific 
brand of white bread, gags upon the sight of a non-preferred food, or who refuses a food 
based upon other visual characteristics or smell) (Martins, et.al. 2008). There is no 
evidence to suggest that children with ASD are refusing the same foods, rather the foods 
they are refusing are varying (Martins et.al. 2008). Crowe, et.al. (2010) continue that 
84% of children with autism participating in their study prefer certain foods, but the 
reasons for their food preference vary. 38% of the children, for example, limited their 
intake based on food texture, however temperature, color, and packaging are all reported 
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as barriers to consumption of non-preferred foods that were not reported by all 
participants. Another study reported that more children with ASD were picky eaters, 
mouthed nonfood items, resisted new foods, limited foods based on textures, had 
problems with gagging, had difficulty eating at regular restaurants or at school, resisted 
sitting at the table, and threw or dumped food (Crowe et.al., 2010). Children with Autism 
Spectrum Disorder and children with a diagnosis of Avoidant/Restrictive Food Intake 
Disorder are benefitting from skilled occupational therapy intervention to correct these 
feeding concerns.  
 This review of the literature identifies adequate research into the number of 
consumed foods required to be considered diverse, specific intervention strategies used in 
occupational therapy feeding therapy, and a plethora of definitions of dietary diversity. 
The literature review was completed to identify how clients are experiencing these 
components of occupational therapy intervention. Little is known about the experiences 
of families with children of dietary diversity as they engage in occupational therapy 
intervention to address the occupations of feeding and eating.  
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Section Three: Methods 
Project Design  
This was a two-subject, qualitative case study. A qualitative case study was selected 
as the purpose was to identify how diverse individuals are experiencing occupational 
therapy intervention, and because the researcher planned to change no behaviors among 
the parents (Baxter & Jack, 2008). This qualitative case study was exploratory in nature, 
that is, the experiences of the participants have no specific set of outcomes (Baxter & 
Jack, 2008). The completion of the study in the clinical setting might impact the behavior 
or level of engagement of the child, however this is not an outcome measure for this 
study. This study was approved by the Eastern Kentucky University Institutional Review 
Board (Appendix A) and all participants signed informed consent (Appendix B).  
The purpose was to describe the experiences of two therapist- caregiver-child triads, 
in which the child is consuming a restrictive diet, to better understand the impact of the 
therapist’s recommendations on the family’s experiences regarding the occupations of 
feeding and eating. The case study of two therapist-caregiver-child triads began with the 
researcher immersing himself in the culture of families with children practicing a 
restrictive diet to determine, via observation and formal interview, the experiences of 
diverse individuals in feeding interventions as led by an occupational therapist. 
Immersion (Creswell, 2014) refers to the surrounding of oneself in the culture of other 
people for the purpose of understanding their experiences. Immersion in this study 
occurred in the clinical context as it enabled the researcher to subjectively collect the 
reported experiences of the family as they engaged in the occupation of feeding with the 
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child, using only the foods provided from each household. The study occurred in three 
phases.  
Phase one, completed during the first week of the study, included an initial survey 
completed by the parents of the participating children. The survey (Appendix C) included 
10 questions. 
The second phase, completed during the second and third weeks of the study, was the 
observation phase. During the observation phase, videos and audio recordings 
documented the occupation of feeding in the clinical context. Each participant was video 
recorded for one session, ranging from thirty to forty minutes, and each participant was 
audio recorded during a second feeding intervention of the same duration. During this 
phase, the researcher observed and analyzed transcriptions of the behavior and verbal 
responses of both children and parents as they engaged in feeding intervention in the 
clinical context.  
During the third phase, week four of the study, parents were then given the 
opportunity to self-report their experiences, thoughts, and concerns. This information was 
collected via semi-structured interview (Appendix D) that was audio recorded, and the 
findings were then transcribed, coded, and reported. The formal interview contained 
eleven questions.  
The data was coded based upon methods for early-stage data analysis in qualitative 
research (Glaser & Laudel, 2013). It began by linking raw data to the research question. 
To do so, the researcher analyzed the data through the lens of empathy and attempt to 
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understand the experiences of the participants. This raw data was documented in a coding 
draft (Appendix E). The data was then categorized into sections including emotions 
(frustration, social concerns), resources (time, money), and activities (grocery shopping, 
dining out, and school engagement). From these categorized statements, patterns were 
identified in the participants’ responses. These patterns were labeled and used as codes 
for analyzing the data. Some codes were included without trending or patterning as they 
were believed by the researcher to be critical information regarding the findings of the 
study. 
The qualitative validity of the capstone project is maximized through the use of the 
following strategies, as recommended by Creswell (2014). Clarifying the bias of the 
researcher creates an air of honesty among readers. Spending prolonged time in the field, 
immersion, allowed the researcher to develop an in-depth understanding of the 
problem(s). In an effort to further ensure the reliability of the capstone project, the 
researcher also checked transcripts to identify obvious errors, identify any drifts in the 
meaning of codes, and cross-checked codes that are created by different people 
(Creswell, 2014).  
Overseen by the Institutional Review Board (IRB) of Eastern Kentucky University, 
the ethics of this study were of the utmost importance. Participants were identified only 
with a single letter to protect their privacy. Data collected via technology were 
immediately uploaded to a two-password computer data filing system and deleted from 
the device with which the data was collected. All pertinent files, field-notes, consent 
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forms, and data collections were kept in a locked filing cabinet in a locked office. No 
other individual other than the researcher had access to the keys.  
Setting 
The setting was an outpatient pediatric clinic in Somerset, Kentucky, where families 
bring their children on a weekly basis to engage in occupational therapy to address the 
occupation of feeding. The study was implemented in this private practice, as the 
practices’ caseload was conducive to the selection of appropriate participants. The clinic 
serves as the outpatient center from which feeding intervention is tailored. Therapists 
within this outpatient clinic are not licensed to conduct in-home occupational therapy 
visits, so the clinical context was selected. The therapist directed the interventions as 
caregivers sat nearby. Therapy was completed in a quiet room with the door fully closed 
to limit auditory distractions. Visual schedules and visual timers were used to structure 
the demands of the feeding intervention. Foods used during feeding interventions were 
prepared and brought from the home of the participants. Individual portions of each food 
were plated and water was provided yet with controlled access. The researcher, who is a 
partner in the practice, holds periodic meetings with the practice’s second partner to 
discuss the roles of program development, research, and professional development. These 
meetings reflect mentorship, which is a tool by which the researcher can identify barriers 
to success and develop skills in self-evaluation (Baker, 2011). The practice accept clients 
who private pay as well as those who are backed by managed care organizations and 
Kentucky Medicaid products. Therapy sessions for the participants were billed to their 
respective insurance providers.  
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Identification of Participants  
In addition to active engagement in a feeding program, the child must possess dietary 
diversity in the form of a restrictive diet, either by medical mandate or personal choice. 
Diversity is present among these clients in the form of food allergy, family/cultural food 
choice, sensory processing challenges, and/or behavioral challenges. Clients currently 
receiving nutrition through tube feedings, as well as children less than three years of age 
were excluded. There was no maximum age for participating in this study.  The children 
and parents in this study were specifically selected as they present with restricted and 
diverse diets and are attending outpatient occupational therapy sessions to address their 
occupations of feeding and eating. Parents engaged alongside the occupational therapist 
in structured feeding interventions targeting the performance of the child. In these 
treatment sessions, the children were seated in pediatric-sized chairs at a table facing a 
bare wall to decrease visual distractions. 
The study was limited to two subjects as this facilitated a thorough collection of data 
over the four-week duration of the study. Including more than two participating families 
with only one researcher might decrease the depth and breadth of the data collected. The 
researcher is a full-time occupational therapy practitioner carrying a full caseload of 35 
pediatric clients, including the cases of both participating families. This might produce 
bias. The data for this study was collected during regular operating business hours. There 
were five fully eligible families who were not solicited to participate. Neither child nor 
their parents had geographical diversity. They resided in a small city in southern 
Kentucky with a population of roughly 18,000. They both attended public school, and 
one of two children received special education services in his school. Both children 
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consumed a diverse diet secondary to medical mandate, and one of two children also 
consumed a diverse diet secondary to his family’s choice to consume a diet heavy in 
organic health foods free of potential toxins such as high-fructose corn syrup, complex 
carbohydrates, and saturated fats.  
Participants 
The first of the two participating children is called J. He is a six-year-old boy who has 
been diagnosed with Autism Spectrum Disorder. He was originally referred for 
occupational therapy intervention for feeding concerns by his pediatrician at age five. He 
has been in occupational therapy intervention for three months at the time of the study. At 
the time of the initial evaluation, he only consumed proteins with breading, which 
included fish sticks, country fried steak, and sausage biscuits from a particular restaurant. 
He consumed minimal fruits, no vegetables, and drank sugary juices between meals. 
Gastrointestinal insufficiencies were ruled out by a gastroenterologist. His treatment plan 
is written to address behavioral responses to non-preferred foods, as well as sensory 
integration strategies to systematically desensitize to the non-preferred characteristics of 
nutritious foods. His mother, who completed all surveys and interviews related to this 
capstone project, brought him to each appointment and reports his progress in the natural 
context.  
The second participating child is called I. He is a nine-year-old boy. He has two 
formal diagnoses, including autism spectrum disorder and generalized weakness. He was 
referred for occupational therapy intervention to address feeding concerns by his 
pediatrician at the request of his parents. He has been in ongoing occupational therapy 
EXPERIENCES IN DIETARY DIVERSITY  19 
 
intervention for two months and three weeks at this time. Upon beginning occupational 
therapy treatment, he consumed only one vegetable (corn), one fruit (applesauce), and 
consumed only two proteins (chicken and turkey). His treatment plan is written to 
decrease maladaptive behaviors (emotional outbursts) when presented non-preferred 
foods, increase oral motor skills, and systematically desensitize to visual and olfactory 
processing concerns. His mother and father alternate bringing I to his ongoing 
occupational therapy appointments. His mother completed the phase 1 survey and his 
father completed the phase 3 semi-structured interview.  
Ethical Considerations  
Dietary restrictions are sometimes the result of a cultural choice while other times 
they are medically necessary. Using popular intervention strategies can be difficult for 
therapists and families as they are limited in their understanding of the culture or feeding 
program, and are limited in progress as a result (Campinha-Bacote, 2009). This is an 
occupational injustice (Wolf et. al., 2010). From an ethical standpoint, it was important to 
avoid stereotypes in selecting participants. Furthermore, it was important to include 
clients with a clinical disorder that demands an altered diet or those who are choosing 
modified diets for health benefits. These participants were assured that the goal is to 
create inclusion and understanding of their culture, disability, or lifestyle choice, not 
further separate them on this basis.  
Outcome Measures  
 
Outcomes were measured by the parents’ reporting of their experiences and the 
observations made by the researcher as related to the child’s diet. Comments directly 
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from each child were not included in the findings of this study as they are not experiential 
in nature, dialoguing only about the intervention process in that moment rather than the 
reflective nature of the parents’ reporting of their experiences. Methods of data collection 
included self-completed surveys by the parents of each participating child to capture, in 
writing, their feelings regarding their engagement in the occupation of feeding, 
audiotaped formal interviews to document the experiences of the caregivers, and 
video/audio recorded therapy sessions to document the experiences of the children 
engaged in the occupation of feeding in the clinical context.  
Summary 
 
 The overarching goal of this study was to document the experiences of individuals 
of dietary diversity as they are guided through the feeding intervention process by their 
occupational therapist. Through the careful collection and evaluation of data, the 
researcher was able to effectively document experiences as reported by the participants 
regarding the occupations of feeding and eating. Adhering to the Occupational Therapy 
Code of Ethics set forth by the American Occupational Therapy Association requires that 
practitioners incorporate culturally-sensitive behaviors into their client-centered practice. 
Beginning with an awareness of the their own cultural competence, the findings of this 
study may be used to aid occupational therapy practitioner’s attempts to eradicate barriers 
to appropriate occupational engagement in feeding and eating. Participants provided 
candid information regarding the experiences they encounter in daily occupations 
surrounding feeding and eating, but also in socializing and leisure occupations. Findings 
indicate similarities in the responses of the participants, reflecting the possibility of 
experiences that may be shared by others.  
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Section Four: Results and Discussion 
Results 
The researcher transcribed and coded all interviews, recordings, and videos, as 
well as referenced field notes to document the experiences of each participant. The codes 
(Appendix F) enabled the emergence of four themes, which were shared experiences 
among the participants. The four themes included: meal planning, difficulty dining out, 
difficulty with school lunches, and increased frustration surround the occupation of 
feeding.  
 Meal planning is a challenging experience for the participants because they are 
required to provide forethought into what they prepare. In school, the parents are not 
present to ensure their children are eating appropriately, and there is concern that the 
children will not consume appropriate nutrients required for school engagement. J’s 
mother continues that it is challenging to prepare two meals for her family – one for J and 
one for the rest of the family: “It’s difficult to plan meals because I always have to cook 
something different or make sure that he pre-eats.” I’s father reports “The hardest part is 
planning meals.”  
Dining out is a challenging experience for I’s family as they find it difficult to 
complete their occupational therapy practitioner’s pre-meal activities in public places. 
Their therapist recommends movement-based activities providing proprioceptive input 
prior to engagement in structured mealtime, as well as oral motor/oral desensitization 
protocols that require sterile objects and/or the client’s finger to enter his mouth. Dining 
out is also reported to be challenging, as parents do not always have the opportunity to 
choose where the occupation of feeding will occur. School field trips, for example, have 
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been challenging for J as he is not currently able to consume any foods from two field-
trip locations this school year. J’s mother explains: “They took a field trip and went to 
[ice cream restaurant] as a class and he doesn’t participate in that type of stuff because 
he doesn’t eat ice cream. The same, they had gone on a field trip and stopped at [pizza 
restaurant] but he doesn’t eat pizza, so um, you know, it’s been difficult in those types of 
situations.” Indicating similar challenges in dining out, I’s father explains: “When you’re 
going out to eat it’s hard to get – you know – we can’t do exercises. It’s harder a little 
bit, at times, but when you’re home it goes better.” 
The third theme is increased frustration surrounding the occupation of feeding. 
Feeding requires increased thought, planning, scheduling, and structuring meal times. 
The social implications of a restricted diet are also contributing to increased frustration. 
I’s father reports that before beginning occupational therapy intervention, the family 
experienced less frustration because they simply prepared one meal for the whole family 
whether or not I would eat. He writes: “It’s frustrating. [My wife] is cooking dinners all 
the time and you know, before, we didn’t make a difference of what she made.” J’s 
mother continues: “At home it’s not as bad, though I do have to cook differently for him 
than the rest of the family.” 
The fourth theme is difficulty regarding school lunches. As indicated in a previous 
study, children with autism spectrum disorder presented challenges eating at regular 
restaurants or at school and resisted sitting at the table (Crowe, et.al., 2010). Parents are 
not present with their child in school. They can only pack for lunch what the child will 
eat. They can’t present non-preferred foods in the school setting as their children may 
simply not eat. I’s father explained: “I make his lunches but I make the same thing. For 
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lunch, you have a short period of time and you need to give him what he will eat.” J’s 
mother continued: “Anywhere we go, we eat before we go or I pack food for him so he 
has something to eat.” 
Not all experiences, however, were shared. Other important experiences that were 
reported by only one participant included Social Engagement, Grocery Shopping, and 
Cost. Both participating families appear to experience some phenomenon differently. The 
parent of J, for example, reported that her family is severely impacted by the social 
implications of her son’s dietary diversity: “It’s hard in social type situations. At home 
it’s not as difficult, though I do have to cook differently for him than the rest of the family. 
Socially it’s difficult because we have to take food with us wherever we go.” On the 
contrary, I’s father reported that his family experiences no social repercussions as a result 
of their son’s dietary diversity: “Neither one of us let other people dictate or bother us. 
We like who we are and we don’t really care what other people think about that. You 
know, if we go somewhere, we’re not going to say, “He’s a picky eater”. We’ll find 
something. I’m not going to label him and [make you] abide by those things…”  
Experiences reported by only one participating family are also critical to developing a 
better understanding of the experiences of the clientele. Considering grocery shopping 
illustrates the challenging experiences that one participant encountered. K: “We have to 
go specific places. The things he likes best, you have to get in different places. The 
chicken he likes we have to go to Wal-Mart to buy but the fish sticks he likes are from 
Kroger. So we have to go to multiple places to get the things he eats the best.” Similarly, 
cost is an important challenge experienced by the participants. The costs of the foods the 
child will eat are important to consider as the family has very few other options. K: 
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“Price wise - his country fried steaks - Josh this weekend was like; these are 9 dollars a 
bag! But they were only 6 when we started buying them.” 
Discussion 
This diversity in the experiences of participants validates the concept that not all 
people experience interventions in the same way. Furthermore, occupational therapy 
practitioners must be sensitive to this diversity as they complete occupational profiles and 
establish plans of care. This study supported that there are similarities and differences in 
the experiences of the participating families as they undergo occupational therapy 
intervention for the occupation of feeding and eating. The findings of this study coincide 
with the notion that a better understanding of the experiences of clients with diverse diets 
will increase success toward occupational therapy outcomes (Pangborn et.al., 2013). 
Crowe et.al. (2010) similarly reported, “Knowledge of these early differences can help 
pediatric therapists to assess feeding issues and plan interventions”, further indicating the 
need for a better understanding of dietary diversity by occupational therapy practitioners. 
The researcher was able to draw objective conclusions from the study that were 
not reported by the child or their parent. When conducting interviews at the end of the 
third phase of the study, the researcher recognized frequent nervous laughter 
demonstrated by one participating mother. Field notes during this phase of the study 
indicate the researcher detecting anxiety and coping mechanisms regarding the 
occupation of feeding. During the second phase of the study, the data collection phase, 
the researcher documented in field notes specific behaviors (i.e. nervous laughter, 
fidgeting) in both parent and child.  
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At the start of the study, there were findings that the researcher hypothesized. 
These included more intrinsic, emotional experiences including social challenges, 
isolation, stress, and frustration. Increased stress on parents decreases success toward 
occupational goals (Didehbani et. al., 2011). Intrinsic/emotional experiences were 
reported in the form of stress/frustration by both participating families in this study, 
indicating a need to minimize the stress and frustration of the clientele by better 
understanding what they are experiencing as they undergo occupational therapy 
intervention. Other expected findings were the challenges in implementing feeding 
therapy home programs outside of the therapy clinic. The outpatient clinic appears to 
provide structure to mealtime to which children respond well. This structure in not 
always possible in the natural context as participants reported responsibilities and extra-
curricular activities inhibited their ability to adhere to the feeding program.  
Other findings were unexpected by the researcher. Meal-planning is one example. 
As transcribed, one participant reported: “It’s difficult to plan meals because I always 
have to cook something different or make sure that he pre-eats.” The second participant 
responded similarly: “The hardest part is planning meals.” The challenge in planning 
multiple meals is something that is not commonly experienced by individuals consuming 
‘typical’ diets but is common among the parents of these participating children. 
Coinciding with the idea of Pangborn et al., (2013), knowledge of these experiences 
before engagement in occupational therapy intervention may facilitate a higher level of 
outcome attainment. 
Another unexpected finding was the relationship of the occupational therapy 
practitioner’s recommendations for structuring mealtime in the natural context and 
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increased frustration on the part of the family. I’s father explained how the family, 
although relieved to understand the scientific reasons for his feeding, is experiencing 
frustration as they attempt to improve I’s ability to engage in the occupation. There is a 
specific need for improved feeding therapy care from occupational therapists. As 
indicated in the literature, inclusion of Restrictive/Avoidant Food Intake Disorder in the 
DSM-5 may enable greater education among healthcare practitioners regarding the 
complexity of feeding challenges. In doing so, healthcare practitioners will be able to 
provide a higher quality of care (Fisher et al., 2014). The unexpected findings of this 
study are arguably the most valuable pieces of data collected in this study as they provide 
insight into disparities that are not commonly considered among individuals experiencing 
these occupations differently than the participants.  
Verification of Data and Limitations 
The qualitative nature of data collection in this study allowed a healthy, intimate 
view of the occupations of feeding and eating through the lens of the participants. The 
small sample size and role of the researcher as the primary occupational therapist 
working with the participants created a simplicity and familiarity with which the 
participants appeared comfortable. Attendance among the participants to weekly 
outpatient occupational therapy appointments was also a strength of this study, allowing 
consistency and continuity in regard to data collection. The use of technology, which 
included video recording and audio recording, strengthened the quality of the data 
collected as they allowed the technology to be placed inconspicuously. This minimized 
the level of distraction for the participants. Both participants were ongoing feeding 
clients, and this study was used as a cross-section of their engagement in a 
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comprehensive feeding program. The validity of the study was strengthened by 
crosschecking codes, researcher immersion, and identification of bias. Triangulation was 
used as observation combined with semi-structured interview transcriptions, as well as 
referencing of field notes in data collection (Carter et al., 2014). Rich, thick description 
occurred in a full description of setting, context, and participants (Davis, 1991).  
The study was also limited by its small sample size. Two participants, both 
presenting dietary diversity in regard to food selectivity, were included. No other families 
were solicited to participate in this study despite the adequate number of appropriate 
participants. Clients with more severe feeding conditions (impaired swallow, tubes) were 
excluded. This may generate the exclusion of experiences that are experienced by 
families who did not participate in this study. An additional limitation of the study was 
the responsiveness of participating families in returning documentation. The researcher 
collected some data via take-home surveys, which were not returned in a timely manner 
by either participant – one of which failing to return the document at all. It is arguable 
that the researcher, also serving the role of the primary and ongoing occupational 
therapist for the participants, was a limitation. The participants were all comfortable with 
the therapist, and the possibility exists that their engagement reflected this level of 
rapport. The possibility of bias is present in this capstone project as the researcher has a 
longstanding professional focus on individuals with restrictive diets and occupational 
therapy feeding intervention. It is possible that the researcher was overly compassionate 
or leading interviews with specific questions regarding minor details in the day-to-day 
experiences of the participants. It is important to consider that the researcher is a co-
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owner of the practice, all research and feeding therapy session were billed for, and the 
researcher selected the clients/families, all of which might facilitate continued bias. 
Implications for Practice, Health Care Outcomes, Healthcare Delivery, and 
Healthcare Policy 
It is possible that trends in participants’ experiences are commonplace for families 
with diverse diets. As many experiences were shared among the two participants in this 
study, it is rational to assume that other families of children with diverse diets experience 
them as well.  
It is known that increasing cultural competence makes better client-centered 
occupational therapy practitioners. Several tools have been discussed that help to 
accomplish this goal. It is recommended that each occupational therapy practitioner 
implement a culturally sensitive conversation into each occupational profile that he or she 
creates. When used as a tool in the initial evaluation, it could promote a higher quality of 
outcome attainment.  
Health is not an objective measure. It is a measurement of one’s experiences, 
which no two people are bound to experience in the same way. It is important to 
remember that as occupational therapy practitioners create healthcare outcomes for their 
clients, they are sensitive to what “health” means to their culture. Diversity in regard to 
one’s diet is a great example. If a goal is written for a client to eat a soft, steamed 
vegetable, yet that client is of a culture excluding steamed vegetables, the client has been 
set up for failure. 
The delivery of healthcare systems is in need of further education regarding 
dietary diversity and cultural competence. As intake paperwork is completed, and 
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occupational profiles are conducted, it is of the utmost importance that occupational 
therapy practitioners are sensitive to the uniqueness of the client. A diverse diet is but one 
example of the many differences among two seemingly similar people.  
 All business owners, hospital administrators, and each professional there between 
need to recognize the importance of analyzing the experiences of individuals of dietary 
diversity. Pediatricians are rating a child’s diet in part on the consumption of fruits and 
vegetables. This, in and of itself, is not a problem. The problem arises when pediatricians 
are assuming that their patients and families are consuming what they deem a ‘typical’ 
diet. On the local, state, regional, national, and international levels, it is critically 
important that policy-makers are sensitive to the dietary diversity of the population. 
Schools, hospitals, daycares, and restaurants need to be well prepared to serve all patrons, 
regardless of their diversity. Business leaders would not condone refusing service based 
solely upon clothes, their skin, or their language, so why would they be refused the 
opportunity to engage in meaningful, impactful occupations because of their diet? To 
better serve all individuals of society, community leaders need to compassionately study 
their experiences to better understand how to remain sensitive to their needs. 
 
Future Research 
 
 This study serves as the foundation for future studies, which could aid in 
eradicating disparities among individuals of dietary diversity. It is recommended that 
future researchers address the limitations of this study to strengthen the validity and 
reliability of their own studies. Individuals of dietary diversity, as well as the discipline of 
occupational therapy, will benefit from research that identifies effective strategies for 
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circumventing or eradicating challenges that are identified in the experiences of the 
participants of this study.  
 Future researchers will also benefit from carefully executing a high-rapport study 
with a greater population of participants. A broader selection of inclusion criteria will 
allow participants who are experiencing disparities with feeding tubes, tracheotomies, or 
structural swallow impairments to engage in the study. This could also include several 
researchers collecting data in several contexts. 
 Future researchers should distribute surveys and interview forms to a greater 
number of individuals facilitating the collection of more generalizable data. Data should 
also be collected in the natural context, as full immersion is not possible in the clinical 
context. Furthermore, the interviews conducted with participants should include an 
interview with the children to capture any self-reported experiences they might add.  
 
Conclusion 
 
 Diverse diets are on the rise. More parents are reporting that their children are 
“picky eaters” than ever before. A child with a diverse diet, however, is no less qualified 
to receive the highest quality occupational therapy intervention. Parents of children with 
diverse diets, when given the opportunity, are verbalizing similar experiences, some of 
them challenging. These challenges, including social instability, meal planning, grocery 
shopping, and cost, are impacting not only the occupational engagement of the children 
but also that of the parents. Occupational therapy separates itself from other disciplines 
upon its ability to understand the intrinsic factors related to health and wellbeing as 
practitioners strive to provide client-centered care. Occupational therapy practitioners 
invest time, energy, and resources into identification of client factors that impact 
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occupational performance and dietary diversity should be no different. This study 
provides a small glimpse into the challenges experienced by a family with a diverse diet, 
the next step is to eliminate as many of these challenges as possible.  
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Appendix C 
 
Dietary Diversity Survey  
1. What are your child’s dietary restrictions?  
  
  
2. What is it like to live with (a client with) a restricted 
diet?  
  
  
3. What is the most difficult thing for you in regard to your 
child’s feeding and eating?  
  
  
4. How often do you encounter difficulties in feeding 
therapy strategies based upon diet restrictions?  
  
  
5. Is it difficult to grocery shop for foods that feeding 
therapists recommend to continue the interventions in the 
home?  
  
  
6. Would the use of thorough home programs (with 
consideration for diversity) make it easier to adhere to home 
programs outside of the clinic?  
  
  
7. How often are you given a written home program to take 
for use in the home?  
1-Never   
2-Once per two months  
3- Once per month  
4- Every other visit  
5- Every visit  
8. How difficult is it to grocery shop for foods that your 
child will eat?   
  
1- Extremely difficult  
2- Difficult  
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3- Average  
4- Easy   
5- Very easy  
9. Please rate how satisfied you are with your occupational 
therapist as they work with you toward your feeding goals.  
  
1- Extremely dissatisfied  
2- Dissatisfied  
3- Indifferent  
4- Satisfied  
5- Extremely satisfied  
10. Please rate your level of involvement in the therapeutic 
process with your occupational therapist.   
  
1- Completely 
uninvolved  
2- Uninvolved  
3- Some involvement  
4- Involved  
5- Well involved (equally 
engaged with therapist)  
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Appendix D 
Dietary Diversity: Parent Interview 
 
1) How are you? How are things going? Thank you for your time in regard to this study.  
 
 
2) What are your child’s dietary restrictions? 
 
 
3) What is it like to live with (a client with) a restricted diet? 
 
 
4) Do you identify your child’s diet as diverse? Why or why not?  
 
 
5) Do you ever feel isolated or restricted by others as a result of your family’s dietary customs?  
 
 
6) What is the most difficult thing for you in regard to your child’s feeding and eating? 
 
 
7) How often do you encounter difficulties in feeding therapy strategies based upon diet restrictions? 
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8) Do you feel that it is difficult to grocery shop for foods that your feeding therapist recommends to continue the 
interventions in the home? 
 
9) What tools/strategies do you need to ensure carry over at home? 
 
 
10) Do you think that parents of children with feeding difficulties find it difficult to implement therapy strategies in 
the home? 
 
 
11) I would like to give you an opportunity to add any other thoughts, opinions, or concerns.  
 
 
I would like to thank you again for your time and effort regarding this study.  
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Appendix E 
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Appendix F 
Dietary Diversity Codes 
“K” is the mother of Participant named “J” 
G” is the father of Participant named “I” 
Social Engagement: 1  
K: So, we pretty much eat before we go anywhere (pre-eat). Anywhere we go, we eat before we 
go or I pack food for him so he has something to eat. Um, so it’s hard in social type situations. At 
home it’s not as difficult, though I do have to cook differently for him than the rest of the family. 
Socially it’s difficult because we have to take food with us wherever we go.   
Grocery Shopping: 1  
K: We have to go specific places. The things he likes best, you have to get in different places. The 
chicken he likes we have to go to Wal-Mart to buy but the fish sticks he likes are from Kroger. So 
we have to go to multiple places to get the things he eats the best.  
Cost: 1  
K: Price wise - his country fried stakes - Josh this weekend was like; these are 9 dollars a bag! 
But they were only 6 when we started buying them.  
Frustration: 2  
K: Um, so it’s hard in social type situations. At home it’s not as difficult, though I do have to cook 
differently for him than the rest of the family.  
G: It’s frustrating. Arden is cooking dinners all the time and you know, before we didn’t make a 
difference of what she made.  
Pre-eating/Planning Meals: 2  
G: The hardest part is planning meals.  
K: It’s difficult to plan meals because I always have to cook something different or make sure that 
he pre-eats.  
Dining-out difficulty: 2  
K: They took a field trip and went to DQ as a class and he doesn’t participate in that type of stuff 
because he doesn’t eat ice cream. The same, they had gone a field trip and stopped at snappy 
tomato but he doesn’t eat pizza, so um, you know, it’s been difficult in those types of situations.  
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G: When you’re going out to eat it’s hard to get – you know – we can’t do exercises. It’s harder a 
little bit, at times, but when you’re home it goes better.  
School lunch difficulty: 2  
K: Especially when you come here right from school – getting food together is tough. Anywhere 
we go, we eat before we go or I pack food for him so he has something to eat.  
G: I make his lunches but I make the same thing. For lunch, you have a short period of time and 
you need to give him what he will eat. But cooking extra stuff is hard.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
